The prognosis of T0 stage differentiated thyroid cancer (DTC) remains unclear. This study aimed to investigate the prognosis of T0 stage DTC patients to provide a new perspective on treatment guidelines for these patients. We investigated a large cohort of DTC patients from the Surveillance, Epidemiology, and End Results (SEER) database between 2004 and 2013. Patient survival curves were examined by Kaplan-Meier analyses with log-rank tests and Cox proportional hazards regression analyses. In the study cohort, the rate of cancer-specific mortality per 1000 personyears for T0 was higher than T1-T3, but lower than T4. The all-cause mortality for T0 patients was higher than all other stages (T1-T4). Multivariate Cox regression modeling showed that T0 had a significant risk for cancer-specific mortality when compared to T1 and T4, but not T2 or T3, after adjustment for other risk factors. For all-cause mortality, T0 showed a significant risk for all-cause mortality when compared to T4, but not T1-T3 stage patients. Similar results were obtained after matching for influential factors using propensity scored matching analysis. The unanticipated prognosis of T0 stage DTC patients was found to be not better than of other stage DTC patients, providing new implications for the treatment of T0 stage DTC patients.
INTRODUCTION
The incidence of thyroid cancer has risen rapidly in recent decades [1] [2] [3] [4] . The follicular cells give rise to two main forms of differentiated thyroid cancer (DTC): papillary thyroid carcinoma and follicular thyroid carcinoma. DTC accounts for approximately 86% of all thyroid carcinomas [1, 5] .
The current American Joint Committee on Cancer (AJCC) staging systems: TNM system (versions 6.0 and 7.0) are prognostic systems that predict DTCspecific mortality [6] . These systems are considered gold standards to stratify cancer patients into different risk groups. T0 patients are defined as not having evidence of a primary tumor, according to the TNM system, in both versions 6 and 7. A diagnosis of T0 stage DTC would be confirmed by Fine Needle Aspiration (FNA) biopsy (histological and cytological confirmation) or radioactive iodine uptake test in metastasis sites such as the brain, bone, and lung [7] .
The Surveillance, Epidemiology, and End Results (SEER) program of the National Cancer Institute (NCI) is the largest publicly available source of data on cancer incidence and survival [8, 9] . There are few investigations focusing on the prognosis and treatment of T0 stage DTC patients. In a previous study, T0 patients were considered to have a low mortality and had less aggressive treatment as compared to T1-T3 patients [10] . In the present study, we evaluated the prognosis of T0 stage DTC patients as compared to T1 to T4 stage patients, based on SEER data from patients diagnosed between 2004-2013.
RESULTS

Demographic and clinical features
A total of 94092 patients who had definite T stage DTC, according to AJCC versions 6 and 7, were included in this study. The distribution of patients by stage were the following: 180 patients were T0, 55615 were T1, 15613 were T2 stage, 17529 were T3, and 3669 were T4 stage. The study patients' mean age and survival in months for the different T stages are shown in Table 1 . T0 patients had significantly shorter survival months than patients with other stages.
Cancer specific mortality and all-cause mortality for different stages of DTC In the study cohort, the rate of cancer-specific mortality, per 1000 person-years, for T0, T1, T2, T3, and  T4 
Risk factors for thyroid cancer-specific mortality and all-cause mortality
Univariate Cox regression analyses showed that age, male sex, race, TNM stage, follicular subtype, and radiation and surgery approach were significant risk factors of cancer-specific mortality. In the multivariate Cox regression model, T0 stage showed significant higher risk for cancer-specific mortality as compared to T1 and lower risk for T4, but not to T2 and T3 after adjustment of influential risk factors (Table 3 ). For the all-cause mortality, univariate Cox regression analyses showed that age, male sex, race, TNM stage, follicular subtype, and radiation and surgery approach were significant risk factors. Multivariate Cox regression analysis determined that T0 stage showed significant lower risk for all-cause mortality compared to T4 stage patients, but not T1-T3 stage patients (Table 3) .
Adjusting for patient characteristics using propensity score matching T0 stage patients had a poorer prognosis (both cancer-specific mortality and all-cause mortality) compared to T1-T3 patients. However, they had a better prognosis than T4 stage patients for cancerspecific mortality, and similar with T4 stage patients for all-cause mortality ( Figure 1A-1D ). To minimize selection bias, propensity scored matching analysis was performed regarding the age, sex, race, N/M stage, histologic subtype, surgery and radiation treatment approaches. In survival analysis, T0 stage had a poorer prognosis for cancer-specific mortality compared to T1 and T2 stage (p=0.001,<0.001, respectively, Figure  2A , 2B), but T0 stage patients had a similar prognosis compared to T3 stage patients after propensity score matching for age, sex, and race. There was no significant difference between T0 stage and T1-T4 stages for cancer-specific mortality after propensity score matching for age, sex and race, N/M stage, and histologic subtype ( Figure 3A-3D) . After matching for all influential factors, including surgery and radiation treatment, T0 stage patients had a worse prognosis for cancer-specific mortality compared to T1 stage patients (p=0.001, Figure 4A ) and better prognosis compared to T4 stage patients (p<0.001, Figure 4D ) but not different with T2-T3 stage patients(p=0.689,0.172; respectively, Figure 4B , 4C).
In survival analysis for all-cause mortality, T0 stage patients had a poorer prognosis compared to T1-T3 stage patients (all p<0.001, Figure 5A -5C), but similar prognosis as T4 stage patients after matching for age, sex and race ( Figure 5D ). Similar results were obtained after matching for age, sex and race, N/M stage, histologic subtype ( Figure 6A -6D). After matching for all influential factors including surgery and radiation treatment, T0 stage patients showed a better prognosis for all-cause mortality compared to T1 stage patients (p<0.001, Figure 7A ), but no difference when compared to T2-T4 patients ( Figure 7B-7D ).
DISCUSSION
The previous and current edition (6th and 7th) of the AJCC guidelines defines T0 stage as there being no evidence of a primary tumor. However, the prognosis of T0 stage DTC patients was not thoroughly investigated in the literature. In this study, we evaluated the prognosis of T0 stage DTCs from the SEER database based on diagnoses from 2004-2013. We found that T0 stage patients had a poorer prognosis than expected after adjustment for influential risk factors.
One of the possible reasons for not finding evidence of a primary tumor, and hence a T0 stage diagnosis, is the tumor is too small for detection [11, 12] . The detection rates of papillary thyroid microcarcinoma (PTMC) and occult thyroid carcinoma have increased due to the worldwide use of high-resolution sonography and ultrasound-guided fine-needle aspiration biopsy (US-FNAB) [12, 13] . In particular, US-FNAB has been performed for small thyroid nodules regardless of the nodule size. Kim et al. extracted a PTMC sample with [12] . Therefore, the primary tumor may not be detected when undergoing a thyroidectomy. The balance between inadequate and excessive treatment is a pivotal concern in the management of thyroid carcinoma. Currently, no local surgery or radiation treatment being recommended for T0 stage patients may a consequence of the 2015 ATA guidelines for the management of thyroid nodules and DTC [6] . In addition, surgeons and oncologists choosing to the current management course for T0 patients may be due to the observed low-mortality rate [7, 10] .
Postoperative radioiodine ablation treatment can eradicate normal-thyroid remnants to reduce or eliminate serum thyroglobulin levels, as well as irradiate neoplastic foci, thereby decreasing the risk of mortality and recurrence [14] . However, radioiodine may also induce lacrimal and salivary gland toxicities [15, 16] . At present, few studies have examined the administration of radioiodine to provide therapeutic benefits after a complete thyroidectomy. In our current study, only 41.1% of patients with T0 stage underwent radioactive I-131 ablation as compared with 60.5% with T2 stage, 66.1% with T3 stage, and 59.1% with T4 stage, according to the SEER database.
Nevertheless, our study demonstrated that 58.3% of patients underwent total thyroidectomy as compared to 76.3% with T1 stage, 82.4% with T2 stage, 88.4% with T3 stage, and 82.4% with T4 stage. Therefore, a conservative treatment approach may play an important role in DTCs' mortality with T0 stage patients.
Other clinicopathological features, such as more aggressive tumor histologies, multifocality, lymph node metastasis, and extrathyroidal extension, may play a larger role than tumor size alone with regard to patient prognosis [17] [18] [19] [20] . In this study, for example, lymph node metastasis accounts for 73.3% of T0 stage patients, but 11.9% of T1 stage patients had lymph node metastasis. T0 patients had a higher incidence of distant metastasis (45/180, 25.0%) than any other T stages patients did in this study. According to previous studies, distant metastasis was a significant risk for thyroid cancer-specific mortality and all-cause mortality [17, 21] . Therefore, the high prevalence of distant metastasis in T0 stage may result in a higher mortality from DTC. Our hypothesis was also strengthened by the results from the propensity score matching analysis. Our study had the following limitations. One limitation of this study is that the utilized dataset lacked information regarding recurrence, thereby introducing overestimation bias when designating cancer-specific death and all-cause death. Another limitation of this study is that family history, vascular invasion, and other histologic findings were not evaluated or included in our study. Furthermore, the molecular markers such as BRAF point mutation and TERT promoter point mutations were not observed in our study or adjusted for in our analyses.
In summary, T0 patients had a significantly poorer survival than T1-T3 patients. These results are not consistent with current expectations of DTC progression and raise new implications for the treatment of patients with T0 stage DTC. 
MATERIALS AND METHODS
Study population
We investigated a large number of DTC patients from the SEER program. The SEER project is a United States population-based cancer registry that began in 1973, and is supported by both the National Cancer Institute and Centers for Disease Control and Prevention. It contains cancer data from across multiple geographic regions on the incidence, prevalence, mortality, population-based variables, primary tumor characteristics, and more.
Data collection and analysis
We examined SEER data from 2004 to 2013 and selected patients with a diagnosis of DTC, as defined by a combination of ICD-O site code of C73.9 (i.e., thyroid, papillary, and/or follicular histology). The diagnosis codes were included in the study: "papillary carcinoma", "papillary adenocarcinoma", "oxyphilic adenocarcinoma", "follicular adenocarcinoma", "papillary & follicular adenocarcinoma", and "papillary cyst-adenocarcinoma". To compare the survival rate among different T stages, 94092 patients were categorized according to AJCC T staging (version 6 and 7, Supplementary Tables 1 and 2) . Age, sex, race, N/M stage, histologic subtype, surgery (biopsy, lobectomy, subtotal or near-total thyroidectomy, and total thyroidectomy) and radiation (none or refused, external beam radiation therapy, and radioactive I-131 ablation) treatments were evaluated in patients with different T stages.
Statistical analyses
Patients were followed-up until December 2013. Patient survival curves (thyroid cancer-specific mortality and all-cause mortality) were examined by KaplanMeier analyses with the log-rank test. To further adjust for potential baseline confounding factors, a propensity score matching analysis was conducted. Cox proportional hazards regression analyses were performed to estimate the hazard ratios with 95% Cis, to show the magnitude of the effect of stage on cancer-specific mortality and all-cause mortality [22] . All p-values were 2-sided, with p <.05 being considered significant. Analyses were performed using SPSS version 19.0, Stata/SE version 12 (Stata Corp.), and GraphPad Prism version 6 (GraphPad Software Inc.).
